
PREGNANT WORKER FAIRNESS ACT (PWFA) TEMPORARY ASSIGNMENT TEMPLATE

DATE:


TO:

FROM:

SUBJECT: 
TEMPORARY WORK ASSIGNMENT 
We are pleased to inform you that we have a temporary work assignment available based upon the temporary restrictions stated in your physician’s letter, dated <INSERT DATE>. Your temporary work assignment is being provided in accordance with the Pregnant Worker Fairness Act (PWFA). The work restrictions are:

· <INSERT DESCRIPTION OF RESTRICTIONS>. 
Your temporary assignment will include the following tasks and responsibilities: 
· <INSERT DESCRIPTION OF THE PWFA ASSIGNMENT>.  

In addition to the temporary duties listed above, you may be asked to perform other duties that meet your restrictions and fall within the scope of your job classification.

Any change to your work restrictions requires revised medical documentation, as a different temporary work assignment may need to be considered.

The intention of the Pregnant Workers Fairness Act (PWFA) is to provide temporary accommodations to a qualified worker with limitations or restrictions that are due to pregnancy, childbirth, or related medical conditions, unless the accommodation will cause the employer an undue hardship. Reasonable accommodations are changes to the work environment or the way things are usually done at work. Additional laws that may apply to workers affected by pregnancy, childbirth, or related medical conditions include: Title VII, The Americans with Disabilities Act (ADA), the Family and Medical Leave Act (FMLA), and Lactation Accommodations under Labor Code 1030-1032.

<FOR REPRESENTED EMPLOYEES ONLY: If your MOU requires a 7-day schedule change notice, this letter serves as the notice for both your temporary transitional duty assignment and returning to full duty on your original work schedule.>
PWFA temporary work assignments may be granted and extended with appropriate medical documentation and as required by law.

If your needs change during this assignment, please let me know and provide updated, detailed restrictions from your treatment provider and we will reassess your assigned duties. If you have questions about your assignment or feel you are exceeding your restrictions/limitations, please contact me right away.  

<ONLY IF APPLICABLE: The location of the temporary assignment is <INSERT ADDRESS/LOCATION>. During temporary assignment your supervisor will be <INSERT NAME>.>

Please contact me with any questions you may have.
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cc:
<NAME, Disability Management Analyst>

Confidential Medical File

